Section of Surgery
President-Professor F. A. R. STAMMERS, C.B.E., T.D., Ch.M., F.R.C.S. [May 6, 1953] DISCUSSION ON THE SURGICAL TREATMENT OF PAROTID TUMOURS Dr. H. Redon: The parotid gland occupies a space bounded by muscles and fascia, and even with the most careful clinical examination the nature of a tumour, and even its origin, cannot always be recognized exactly. We must therefore consider all tumours of the parotid region as a class.
In the course of about fifteen years I or my assistants have operated up to date upon more than 350 tumours of this region. This large series is the basis of this paper. Table I includes all the cases operated on up to January 1, 1953. Glandular tumours, true tumours and inflammatory lesions make up the great majority: 289 out of 326 cases. From this list it is possible to establish the relative proportions of these tumours with some accuracy. Nearly half are mixed tumours, 47 %. In France we call them epithelioma with modified stroma;
26% are primary or secondary cancer, nearly 10% parotiditis and 5% cystoadenolymphomata. Cystoadenolymphoma is more frequent than is supposed. These tumours have become well known only since about 1945, and a fairly large number of tonsillar cysts were probably confused with them before this. The very small number of cylindromata is due either to chance or to the interpretation of the pathologists. The unclassified tumours, as Table I shows, include 6 nerve tumours, 6 vascular tumours, 17 glandular affections, and 8 connective tissue tumours. Nerve tumours, of which there are 6, are therefore not exceptionally rare. They must be considered for two reasons:
Firstly, some develop at the expense of the facial nerve, without any clinical sign to raise a suspicion of their presence and their discovery only at operation is a tragedy. The likelihood of a nerve tumour must be considered beforehand in order to be able to decide if the nerve is to be sacrificed. The question of possible involvement of the facial nerve should therefore always be discussed beforehand with the patient's family and physician.
Secondly, certain neurinomata or schwannomata are malignant tumours, requiring very extensive operation, and others may be a part of Recklinghausen's disease.
These facts show the need for histological examination during operation. The vascular tumours are really congenital lesions: hamangiomata, lymphangiomata or haemolymphangiomata; they are regional, not glandular, lesions, and if surgical intervention is necessary, the operation is one of the most difficult to perform.
The glandular affections include various lesions, all related to lymphomatosis, which is the typical lesion of Mikulicz's disease.
The connective tissue tumours comprise non-glandular cysts, one histiocytoxanthoma and one lipoma.
This region is therefore the site of very varied tumours. With rare exceptions, a definite differential diagnosis for all these tumours is impossible pre-operatively.
New methods of diagnosis.-I have carried out nearly fifty sialographies, of which not one has corrected a clinical diagnosis, and some have given false information. On the other hand, radiography can be useful, not often in glandular lithiasis, which is difficult to see, but definitely in calculi of Stensen's duct provided an intrabuccal film is used for X-ray of the region.
Cytological examination of the saliva is of no help. An ulcerated carcinoma in the excretory ducts is easy to diagnose, and cytological examination is of no use for other tumours. Drilling puncture should give valuable information.
Biopsy in parotid tumours.-Biopsy is indefensible because of the danger to the facial nerve. No clinical diagnosis can make absolutely sure of the position of the parotid tumour in relation to the nerve. Any removal of tissue entails the risk of cutting the nerve or one of its branches. The nerve must therefore be found before a fragment of the tumour is removed; in other words a deliberate operation, i.e. not merely a biopsy but a first stage of a parotidectomy must be performed. This is the only way of putting into effect the treatment indicated for these various tumours.
It is therefore necessary to find the facial nerve where it emerges from the stylomastoid foramen and to trace it as far as its bifurcation. It is then generally possible to see if the tumour is in the superficial or in the deep lobe of the parotid. The nerve spreads in the plane of cleavage between the two lobes. If the tumour is superficial it can be removed forthwith. If the tumour is deep it may have to be dissected out and the biopsy can then be safely made. The specimen should be examined at once and the operation can then be completed. If histological examination during operation is not possible, the tumour should be removed, but its histology should be determined as a matter of urgency. The skin wound is closed, and the operation can be completed in a day or two.
This procedure, of course, is applicable only to circumscribed non-malignant tumours. When a probably malignant tumour is encountered, it is necessary to take the responsibility of carrying out a mutilating operation at once, with section of the facial nerve, or of sending the patient to a surgical centre where histological examination of a biopsy can be carried out during operation.
Treat)m1ent oftumours ofthe parotid region.-I shall refer only briefly to the tumours whose treatment is generally accepted and I shall deal more fully with the so-called "mixed" tumours, i.e. epithelioma with modified stroma.
(1) Malignant tumours: These may be tumours of the gland or intraparotid glandular metastases. The glandular tumours themselves may be primarily carcinomatous or altered epitheliomata with malignant changes. The latter are by far the less malignant. If the tumour is intraglandular, these cancers demand total parotidectomy en bloc, without dissection of the facial nerve. If the tumour has spread beyond the gland an "extended" parotidectomy must be carried out, with a more or less extensive sacrifice of skin, of the mastoid, and of the sterno-cleido-mastoid muscle, of the masseter or the ascending ramus of the mandible, of the pinna and of the stylomastoid foramen. The parotidectomy must be completed by removal of the cervical lymphatics. Complementary treatment with X-rays is usually given, although these tumours show little or no radiosensitivity. The prognosis is, on the whole, very bad, and not more than 10%0 of cases survive for five years.
Intr-aglandular metastases-I refer only to the primary metastases of healed or unrecognized cancer-need the same operation. The possibility of a nevocarcinoma must not be forgotten, as in this type of tumour, which is not uncommon, massive electrocoagulation of the whole area is absolutely necessary.
Inoperable tumours.-The chemo-surgical method revived by Mohs, i.e. the local application of a caustic paste, gives some unexpected cures.
Cylindromata and mixed tumours with active malignant growth.-The cylindromata are characterized by a tendency to form pulmonary metastases. They are also highly radio-sensitive (Baclesse). In these cases total parotidectomy must be supplemented by intense radiotherapy in order to avoid recurrences.
Degenerated mixed tumours.-Preservation of the facial nerve is only possible if the tumour is clear of the nerve and can be removed in toto together with the gland.
(2) Chronic inflammatory lesions (tuberculous parotiditis, calculous or non-calculous recurrent parotiditis, lymphomatosis, hxmolymphangiomata) require total parotidectomy with preservation of the facial nerve.
(3) Benign encapsulated tumours (lipomata, cystoadenolymphomata, benign schwannomata and cysts) should be treated by simple enucleation.
Intraparotid papillary cystoadenolymphoma is a benign tumour which occurs mainly in men 50-70 years old (760% of cases). It forms 20% of all tumours of the head and neck, 5-6%Y of all parotid tumours, and 10%0 of all benign tumours of the gland. We know of at least 102 published cases. Since November 7, 1946 , Professor Delarue has seen 27 cases. They are seldom diagnosed, except at operation, and either adenitis or Leroux's epithelioma with an altered stroma is usually suspected. Generally the diagnosis is only made by the laboratory. Here the juxtaposition of lymphoid and epithelial tissues is recognized, with the characteristic structure of the papillary cystoadenoma described in Albarran's original case (1895) . Rejecting the many dysembryoplastic hypotheses held abroad, Menetrier (1923) and Letulle (1927) already supported the histogenetic theory. Dilatation of an excretory duct occurs as a result of an unknown inflammatory or non-inflammatory cause. Intracystic villous hyperplasia of the stratified cylindrical lining of the duct follows, with proliferation of the lymphoid tissue, which may or may not be organized into closed follicles, as is usual in all subacute chronic inflammations of the salivary glands. There is no question here of lymphatic heterotopia.
That this is a non-congenital, benign neoplasm is confirmed by the following facts: The recent discovery that these changes begin in modified glandular lobules, infiltrated by lymphoid elements, i.e. pseudo-glandular. The presence within the tumour of parotid acini. The structure of the micro-cysts, whose appearance is so like that of rudimentary salivary ducts. The existence of cystic excretory ducts, already surrounded by lymphoid tissue, within the normal gland and at a distance from the new growth. The possible occurrence of identical findings in simple chronic parotiditis. The impossibility of explaining the papillary cystoadenolymphoma of the submaxillary gland by the branchial developmental theory (Wendel and Spitenagel). Enucleation of these tumours always results in a permanent cure.
(4) So-called "mixed" tumours: These tumours are epithelial tumours, i.e. modified stroma epitheliomata. Cellular metaplasia explains the many tissues which may be found in them, and an intense connective tissue reaction seems capable of explaining their slow evolution, low-grade and mainly local malignancy.
These tumours have been found in all the salivary glands, in the bronchi, in the anal canal and in the fingers. The so-called "mixed" tumours are remarkable for their rapid recurrence; three, four or five recurrences are not infrequent, the rates varying from 16 to 40%.
There comes a time in the development of these tumours when they behave like true malignant tumours, complicated by pain, facial paralysis and ulceration. This malignant development may be very rapid. Naturally these recurrences are difficult to operate on.
Classical enucleation has therefore been abandoned, being, rightly, accused of promoting recurrences, for it has long been known that these tumours have only a false capsule. It has therefore been suggested that enucleation should be replaced by enucleation-resection or resection. This type of operation has, however, never been carried out. This is easy to understand, because, the principle of this operation being extensive resection of the segment of the parotid containing the tumour, cutting of the facial nerve is both likely and inevitable, and surgeons have always preferred the risk of a possible recurrence to the certainty of immediate facial paralysis.
In 1908 Pierre Duval suggested total parotidectomy with section of the lower branch of the facial nerve and preservation of the palpebral branch. This operation was not acceptable, because of facial paralysis, and surgeons continued to perform enucleations and mixed tumours continued to recur.
In 1934 I first performed a total parotidectomy with complete preservation of the facial nerve, and since then I have always done this operation, except in cases of clinically recognized cancer. With the technique used, it is possible to cure inflammatory lesions of the parotid without deformity, and, above all, a permanent cure of the so-called mixed tumours is ensured.
This operation has also enabled the entire glands to be examined histologically, and Professor Jacques Delarue has drawn conclusions from such examinations which make it necessary to alter the classical treatment, and which condemn out of hand both resection and enucleation.
In 1941, while studying a specimen obtained by parotidectomy from a patient with a third recurrence, Delarue was surprised to find, in addition to the clinically recognized tumour, eight isolated, independent nodules of mixed tumour. He thought at first that they were simply inoculations, but he later found "aberrant foci" not only in cases of recurrence, but also with primary tumours.
The incidence of tumours with multiple foci varies from 20 to 330. In other words, one enucleation out of three or five will be followed by the development of one or more further tumours. Sometimes there is only one aberrant focus, but there are often several, and in one case Professor Delarue found 21. They may be near the principal focus-which is the rule-or at some distance, and they may be either in the diseased lobe or in the healthy tissue.
The problem of recurrences must therefore be considered again. A study of them shows that they occur in two conditions. Some occur early in the scar itself or in its immediate neighbourhood. These are really seeded tumours. The fact that the false capsule has often been broken through by the tumour explains these events perfectly; no technique of enucleation can avoid them. The others occur late, even very late (five, ten, fifteen years later); they are often far from the scar and correspond with the growth of one of the aberrant foci; no method of resection can avoid them. Both types may appear together, and there are not infrequently several foci of recurrence. I have never yet observed any recurrence of mixed tumours treated from the first by extensive operation, i.e. by total parotidectomy. On the other hand, there have been three recurrences after parotidectomy for recurrent tumours. In these three cases, however, the recurrences took place in the scar of the first operation, and I am sure that they represent the growth of remnants of tumour left behind at the first operation. I think, therefore, that in repeated operations, total parotidectomy must be supplemented by wide resection of the scars of previous operations. The scar must be surrounded by the incisions and removed with the gland.
One point of paramount importance must be emphasized. Early recurrences, though they may be histologically identical with the first tumour, differ from it by one constant characteristic. The tumour is now not encapsulated but diffuse, and shows all the local characteristics of a malignant tumour. Any economical, limited operation is necessarily followed by a further recurrence. If we add that the region has been altered by the tumour, by the operation, by cicatrization and by the development of the false recurrence, it becomes obvious that parotidectomy with isolation of the facial nerve is the only possible operation if we wish to avoid paralysis as well as to cure the patient.
My conclusions agree with those of Mr. Bailey. Large glands are often found touching the lower pole of the parotid. These are in most cases inflammatory, but in one case a gland of this kind contained a true metastatic epithelioma, the parotid tumour being a mixed tumour, and in another case a true cancer of the parotid coexisted with a nodule of epithelioma with modified stroma in the gland. These facts show that biopsies must always be made.
During operation the facial nerve may be cut, either by accident or from necessity; it has happened in my own experience six times, and I have been able to confirm that accurate suture is always followed by complete restoration, provided there is no displacement of the ends of the nerve. If the nerve is sacrificed, grafting gives almost invariably good results. I have successfully used the ascending branch of the superficial cervical plexus, which is always traced and cut at the beginning of the operation, and have found it perfect. Finally, if grafting and suture are both impossible, it is advisable to resect the superior cervical sympathetic ganglion during the same operation. This palliative procedure, recommended by Professor Leriche, seems to be of little use in old facial paralysis, but it gives considerable relief to the ocular discomfort if it is carried out as early as this.
Conclusion.-Total parotidectomy, though it produces only very slight disfigurement, is fairly often complicated by a syndrome described long ago by Frey in certain sequels of otitis. This consists of an abundant flow of sweat in the parotid region during meals. This temporary flow is often accompanied by congestive redness of the same region. This syndrome, whose origin is still a mystery, sometimes does not appear until months after the operation, and may or may not disappear later. Finally I have never seen any salivary fistula after my cases in a fairly large number of subtotal parotidectomies carried out for benign tumours, other than mixed tumours.
(A film of total parotidectomy was then shown. Slides were also shown throughout the address.) Mr. G. M. Fitzgibbon (Bristol): Many writers have stressed the high recurrence rate, which even to-day is one of the outstanding features of the after-result of the surgery of parotid tumours. There are a number of reasons for the high recurrence rate; and one very obvious one is the tempting nature of the average parotid tumour. Most of the typical so-called "mixed" tumours, for some reason which has not been explained, are situated in the lower half of the gland. They are so mobile and appear to be so obviously encapsulated, and frequently superficial, that they almost ask to be "shelled" out. They create a completely false impression of the real difficulties which may be encountered, and one danger is the fact that the capsule may be incomplete in places and in some cases invaded (Fig. 1) .
Parotid tumours are often larger when excised than they appeared to be on clinical examination beforehand and frequently situated more deeply than was apparent. I regret to say that enucleation of these tumours is still advocated by some teachers, and probably most of us know and have experienced the difficulties of this procedure-a small inadequate exposure, pools of blood, no real sight of what is being done, bursting or breaking of the tumour with contamination of the wound. I have on two occasions seen small satellite tumours closely associated with the main one, and I have seen these referred to by other writers. Here then, is another possible cause of recurrence. An interesting observation made by McFarland (1936) is that recurrence more commonly follows the removal of small tumours. He suggests as a remedy that they should be allowed to grow to a larger size before removal. Professor Willis (1948) puts forward what seems to me the real answer to this observation by suggesting that a zone of salivary tissue is potentially neoplastic and these tumours may well be multicentric in origin. This, perhaps, is confirmed by the occasional report of satellite tumours, and an excision of the whole area is obviously the correct answer and is the justification for the removal of an area of apparently normal gland around the main tumour.
I am sure also that much of the confusion that exists in surgical practice to-day, is partly due to the misleading names which have been used in the past to describe these tumours. An essential fact to be remembered is that the vast majority of parotid tumours are epithelial in origin and exhibit a wide range of structure and behaviour. They form a large group of tumours which merge almost indistinguishably from simple adenomata to frankly malignant adenocarcinomata. It is true, also, to add that the histology of any given tumour is not always a guide to the prognosis.
A long and involved argument went on for many years over the question as to whether these tumours contained cartilage or not, and other points of histological importance. I am sure that the obscure and ill-defined teaching about the histology is another reason for the failure of many surgeons to appreciate the real problem. There are two objectives in treatment. (1) To cure the patient of his disease permanently. (2) To do so without serious disfigurement or deformity, if possible.
In the past, these objectives have too often been placed in the reverse degree of priority, and fear of the facial nerve and/or the development of a fistula has dominated the situation and clouded judgment on the matter. These tumours grow very slowly, and may be present for many years before any action is taken either by the patient or by his doctor. It has been stated that many of them never become malignant, but it is probable that this is not true, and in any case it does not constitute a valid reason for leaving them alone. For one thing it is not possible to know which will become malignant, nor is it possible to forecast which of them will reach a large size, and need to be removed for cosmetic reasons. And finally it is, I think, stretching a definition too far to refer to them as benign when many of them are not completely encapsulated, sometimes infiltrate locally, show a recurrence rate of 20 % to 25 % and even occasionally produce metastases.
Many writers refer to the results of treatment by varying forms of irradiation. The reports have been uniformly unfavourable. Janes (1943) reported, after a long study of a large number of cases treated by different radiotherapists at several centres, that he knew of no good being done, and observed some deep penetrating radionecrotic ulcers associated with severe pain. Personally, I have seen no good come from irradiation and I believe that the following-up of a surgical excision by irradiation is not only bad practice, but is surely an admission that the operation has been, or may have been, inadequate. Figs. 2 and 3 are examples of unsatisfactory irradiation treatment. Parotid tumours are not very common. Over the last five years, I have knowledge of some 42 cases. I was concerned in the treatment of 19 of them and the other 23 were treated by different surgeons. The youngest of the 42 cases was aged 14 years and the oldest was 87 years and there was slight preponderance of females, 23 to 19 males. Of the 19 cases I was personally connected with, 4 were carcinomatous and I deliberately sacrificed the facial nerve in 3 of them. I was able to preserve the nerve of the fourth case. So far there have been no recurrences among the 15 known noncarcinomatous cases, but this is not significant as recurrence is slow and the average time for recurrence to take place is seven years or longer. I have given up any form of local removal or enucleation because I believe it to be completely unjustified. I was interested to see that among the 23 cases treated by other surgeons, the operation performed on 5 of them was described as enucleation. Of these 5, 2 were reported histologically to be adenocarcinoma although it was not suspected clinically beforehand.
The cure rate of parotid tumours should be far higher than it is. I regard an adequate removal as a difficult and time-consuming operation. I prefer to operate with the patient tilted on a steep slope, with the head high, and, in suitable cases, prefer to employ a hypotensive form of anmsthesia.
A really adequate incision with complete exposure of the whole gland is important, and need not be at all unsightly afterwards if well placed and nicely sutured.
I always use an electric stimulator attached to my dissecting forceps, which was constructed by my colleague, Mr. D. C. Bodenham (1948) . In simple language it causes a small faradic current to flow through the forceps. The current is so small that no movement of the face results unless the jaws of the forceps are within 2 or 3 mm. of a branch of the nerve. I try to identify the cervical branch first and work upwards towards the main trunk. Then one comes to the much debated isthmus, which I think is a poor thing and ill-defined, but there is no doubt that the main communication between the superficial and deep parts of the gland lies between the two primary divisions of the facial trunk. Having found the main trunk and divided the somewhat vague isthmus, I work forwards, free each branch of the nerve, and preserve it if possible. I have been interested to notice how frequently one can divide small branches without any obvious weakness of the face afterwards. I have also been amazed at the way in which one can cut across the gland without ever being bothered by a persistent salivary fistula afterwards; I usually put a small drain just below the ear for forty-eight hours. Familiarity with a technique of this type enables one to remove large tumours with little or no permanent disfigurement.
(Several cases were described at this point, illustrating the different types of tumours which may be encountered.)
To sum up, therefore, parotid tumours are, in the main, epithelial in origin and should be described (Willis, 1948) as pleomorphic adenomata and adenocarcinomata and that there is no real distinction between any of them. The real difference is one of malignancy only. The terms "simple" and "mixed" should be abandoned. They are misleading and inaccurate. There is nothing which could be said to be "simple" about the histology or treatment of these cases and the tumours are now known not to be "mixed". As regards treatment, adequate and extensive removal of the whole area, taking a large part of apparently normal gland around the tumour away as well, will give the best results with the fewest possible number of recurrences.
And lastly, I believe there is no place at all for the use of irradiation in the treatment of these tumours either preor post-operatively. I should like to acknowledge with thanks the courtesy of my colleague, Mr. D. C. Bodenham, for permitting me to use the slides of some of his cases and for the preparation and construction of the film. (An illustrative film was then shown.) Mr. D. N. Matthews: Repair offacial palsy.-No operation has yet been designed which simulates the normal play of facial expression either accurately or completely. It is, therefore, of great importance to take every possible precaution to avoid damaging the nerve. The nerve detector, designed by Bodenham, is extremely useful in this connexion. I find that by connecting the electrode to the knife or scissors one gets ample warning when approaching a branch of the nerve. The face starts to twitch when the point of the instrument is about a millimetre from it.
It is essential to repair the soft tissues if they have been damaged, before contemplating disguise of the palsy itself. If the skin has been damaged either by irradiation or by surgical excision the loss can conveniently be made good with a large rotation flap which is either brought down from the scalp or up from the neck. In the rare event of the loss involving the full thickness of the cheek with a fistula into the mouth, the repair must reconstitute the mucosal lining as well as the skin cover. There are several ways of achieving this. Small fistule can be closed by turning skin flaps, based on the margins of the defect, inwards to restore the lining, and by providing a separate pedicle flap for the cover. For larger defects the lining is best provided by a free skin graft placed on the under side of a pedicle flap from the chest. If this method is chosen the appropriate part of the pedicle is lined with the skin graft before it is brought up to the face. I prefer this method in most cases since it produces a repair which is of the right thickness and of reliable vascularity.
Indications for treatment offacial palsy.-Of the many indications for treatment, danger or damage to the eye is perhaps the most urgent. Severe conjunctivitis often occurs together with troublesome epiphora. These conditions must be attended to rapidly if severe complications are to be avoided. Drooling of saliva from the paralysed angle of the mouth and the collection of food in the buccal sulcus also require attention, as does the cosmetic disability which frequently makes the patient so self-conscious that life is intolerable. If the palsy has resulted from the excision of a malignant growth, however, the advisability of further interference must be carefully weighed. In my opinion no reconstructive operation should be performed which involves interference with tissues close to the site of the primary tumour until there is reasonable certainty that it has been completely eradicated. In some instances it will be necessary to postpone facial reconstruction for many months on this account. When to operate.-When presented with a case of facial palsy it is sometimes possible to decide with fair confidence whether the nerve has been divided from a study of the case history and the operation notes. For example, the nerve may have been carefully identified, with or without a nerve detector, and considerable care taken to avoid injuring it; or the tumour may have been small and encapsulated. Under such circumstances it is, I believe, desirable to wait as long as a year, even in the presence of a reaction of degeneration, and with no clinical sign of movement on the affected side. This is because it is impossible to avoid some damage to the facial muscles however carefully the reconstructive operation is performed, and this may just be sufficient to prevent the ultimate achievement of a degree of recovery which is cosmetically acceptable. Operation should always be postponed in a recovering lesion so long as recovery continues.
If an electromyograph and an experienced interpreter of its results are available it is sometimes possible to decide sooner if an operation is needed. This instrument is, however, of practically no value without an experienced interpreter of the sounds which it emits. Such an expert will be able to deduce the likelihood of recovery from the strength of the sounds produced, their duration, frequency, periodicity and character. In the absence of evidence of recovery with this instrument after six months the chances of much, or indeed any, recovery are slender. If the noises of fibrillary twitching are heard, indicating muscular degeneration, no recovery can be expected, and operation can then be carried out forthwith. Treatment whilst awaiting operation.-(a) Physiotherapy: Whilst awaiting recovery it is necessary to treat the patient daily with galvanic stimulation in order to preserve the contractability of the muscles. In a recovering lesion active facial exercises should be encouraged. These consist of grimacing in front of a mirror in such a way as to exercise all the main muscle masses. Faradism plays no part in the treatment of a recovering lesion except perhaps to teach a child how to grimace as is required. The use of faradism over long periods of time leads to an ugly hypertrophy of the affected muscles which makes the appearance worse.
(b) Suspension: It is essential to preserve the paralysed muscles from passive over-stretching whilst awaiting their recovery. The best procedure is to fix a prosthesis in the angle of the mouth by attaching it to a cap splint on the upper teeth. It can conveniently be made of flesh-tinted acrylic resin, when its presence is scarcely discernible. A cap splint cannot, however, be fitted to the milk teeth and this method is, therefore, inapplicable to cases of paralysis in young children. It is also inapplicable to the edentulous. Under such circumstances a hook should be fitted to the angle of the mouth and held by suspension with one side-piece of a spectacle frame carried over the ear. It is desirable to fix the hook to the spectacle frame with an elastic band since rigid fixation is attended by a risk of ulceration at the corner of the mouth. Suspension may also be achieved with strips of adhesive plaster. These are attached to the lower eyelid, cheek and lips and pull in an upward direction being fixed to a piece of elastic fastened over the top of the head. This is a clumsy method of suspension but has the merit of simplicity.
(c) Care of the eye: The eye needs constant attention whilst the patient is awaiting operation. An eye-shade must be worn when the patient is exposed to bright, hot sunlight or to a dusty atmosphere. A dark glass with a side cover is satisfactory. The cornea must also be protected from drying by the instillation of Paroleine drops. This is particularly important during the night in hot weather when the globe is inevitably exposed for several hours. If conjunctivitis supervenes appropriate local chemotherapy must be instigated at once, whilst if it recurs lateral tarsorrhaphy may be necessary.
Operation.-The symmetry of the mouth is restored by a static fascial sling which encircles the mouth and is interlocked with a second sling attached to the temporal fascia after the method described by Kilner. Reanimation of the face is attempted by use of the muscles of mastication.
A strip from the centre of the temporalis muscle is made to reach the eyelids and a piece of the masseter muscle is turned forwards to the angle of the mouth. The temporalis muscle is approached through an incision, similar to that used for cosmetic face lifting, and the surplus slack skin is excised when the wound is closed. The masseter is approached through a separate small incision beneath the body of the mandible. The droop of the lower eyelid is corrected by attaching its outer end to the upper lid, thus making use of the unparalysed levator muscle (lateral tarsorrhaphy). The punctum of the lower lid is turned inwards to gain apposition to the globe by means of a modified Z-plasty at the inner canthus. At first the patient has to clench the teeth as a deliberate act in order to achieve a smile, and must practise before a mirror to learn how much contraction is needed. Dissociated movement without the necessity for conscious effort may not be attained for many months in an adult. It usually takes less time in a child.
Finally, it may sometimes be desirable to fit an upper denture with a projection into the buccal sulcus to fill out the cheek if muscle wasting has produced considerable hollowing. (A film illustrating the results of these procedures in 3 patients was then shown.)
Mr. David H. Patey first paid tribute to Dr. Redon's authoritative contribution, and mentioned the names of two British surgeons who were also pioneers in the establishment of the idea that total parotidectomy with preservation of the facial nerve was a feasible surgical procedure-Mr. Hamilton Bailey of London and Professor Janes of Toronto. Parotidectomy was providing a new order of pathological evidence, in that the relation of the tumour to the surrounding gland could now be accurately studied. He mentioned 9 personal cases in which such intensive studies by serial section were being carried out at the Middlesex Hospital by Dr. A. C. Thackray. He showed slides demonstrating that mushroom-like nodules and infiltrating columns of cells were common in the normal parotid gland around the main tumour, but stated that so far serial sections had always shown that such nodules and columns were confined to the glandular tissue in the immediate neighbourhood of the main tumour with which they were directly connected, and that evidence of multicentric tumour nodules had not been found. Excision of the tumour with a zone of normal glandular tissue around it on all sides, after the facial nerve and its branches had been first dissected out, would on this evidence be a sound operation pathologically-. but in practice in most cases this would mean a superficial or a total parotidectomy. On this basis, early operation while thle tumour was still small would be an advantage, since at this stage there would be a greater likelihood of removing a margin around the tumour without total parotidectomy. If studies should, however, show tlat multicentric nodules were at all common, then routine total parotidectomy would be indicatedJ. He concluded that with the establishment of a sound technique of parotidectomy with preservation of the facial nerve, such as Dr. Redon had demonstrated, there was good reason for abandoning the operation, pathologically unsound, of enucleation. 72o
